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Abstract 
Decision-Making Training in a Jail Setting: Recidivism and Predictors of Success 
Ashley Brianne Batastini 
 
Thresholds is a cognitive-skills intervention that was developed based on the idea that 
individuals who engage in criminal activity lack the appropriate thinking skills, such as 
decision-making, to achieve their goals in socially acceptable ways. It is currently being 
delivered in several facilities throughout southeastern Pennsylvania and Delaware. The 
primary purpose of this study was to examine whether offenders who completed the 
Thresholds Program have lower recidivism rates than offenders who either did not 
receive the full dosage of treatment or who did not participate in the program. Overall, 
results indicate no significant differences in recidivism rates among study conditions. 
However, there were several gender and age differences found between groups. 
Secondarily, this study examined which factors best predict future criminal behavior. 
Participants in the non-treatment comparison group were at a significantly higher risk 
for re-offending than participants with at least some treatment exposure. No other 
predictor variables were significantly related to recidivism. Limitations and suggestions 
for future research are discussed. 
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CHAPTER 1: BACKGROUND AND LITERATURE REVIEW 
On an average day, over 775,000 people are confined in jails across the United 
States (U.S. Department of Justice, 2009). A study examining the country’s national 
average recidivism rate estimated that over two-thirds of offenders are re-arrested 
within 3 years of release, with the majority being reconvicted and incarcerated for new 
crimes (U.S. Department of Justice, 2002). As inmate populations continue to grow 
domestically, an increasing proportion of state and local budgets is invested in 
correctional programming. This trend has led many jurisdictions to question whether 
their funds are being spent effectively (MacKenzie, 2000); that is, do these programs 
have an impact on reducing criminal behavior? Society’s fear of criminal victimization 
further contributes to the pressure of identifying a reliable, scientifically supported 
answer. Though the field has made significant strides toward providing a clear response, 
ambiguity and gainsay have obstructed the achievement of an exhaustive solution. 
Although the debate concerning “what works” in correctional psychology that 
began in the early 20th century is ongoing (Anstiss, 2003; Ward & Maruna, 2007), 
professionals have expressed some consensus regarding the use of cognitive-behavioral 
techniques. An expansion of evidence points to the effectiveness of these methods in 
reducing criminal behavior among offender populations. In the criminal justice system, 
treatment is dominated by structured cognitive-behavioral therapy (CBT) models 
(McGuire, 2002). More recent research has focused its attention on a branch of CBT – 
cognitive skills training – in curtailing recidivism in correctional settings (e.g., Falshaw, 
Friendship, Travers, & Nugent, 2004; MacKenzie, 2006). Despite the empirical support 
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for CBT, the need for continued research on effectiveness should not be undervalued, 
particularly as new or modified programs emerge. 
In southeastern Pennsylvania, Delaware, and beyond (e.g., Atlanta), the 
Thresholds Program is gaining increased support from state and county agencies, as 
well as service groups and non-profit organizations. Thresholds is a cognitive skills-
based intervention aimed at improving the decision-making skills among incarcerated 
populations. Thresholds is based on the idea that individuals who engage in criminal 
activity lack the appropriate thinking skills to achieve their goals in socially acceptable 
ways. Thresholds employs a six-step model that teaches inmates a more systematic 
approach to decision-making. It is this new repertoire of decision-making skills that is 
believed to underscore reductions in future antisocial behavior. The program includes 
both an individual and group treatment component.  
The primary purpose of this study is to examine whether inmates who 
participated in the Thresholds Program experienced lower re-offense rates than 
offenders who either did not receive the full dosage of treatment or who were not 
involved in the program. The secondary purpose of this study is to examine what factors 
best predict future criminal behavior. The predictors of interest include group 
membership (i.e., completer, dropout, non-treatment), gender, age, criminal history, and 
offense type.  
1.1 The Recidivism Problem 
From 1930 until 1975, the average incarceration rate in the U.S. was relatively 
stable at approximately 106 inmates for every 100,000 individuals in the general 
population (Sourcebook, 2000). The years following 1975, however, showed a much 
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different trend. Within a decade, the rate for state and federal prisons rose to 202 
inmates per 100,000 adults in the country (Sourcebook, 2000). Continuing to gain 
momentum, the national rate climbed to 411 in 1995 and 478 in 2000 (Sourcebook, 
2000). When jail populations are added, the total incarceration rate in 2000 was 699 
individuals per 100,000 adults (Sourcebook, 2000). According to the National Institute 
of Justice (NIJ), this boom represents a nearly 600% increase in confinement over the 
past 30 years (Council of State Governments, 2005). In addition to the problem of high 
incarceration rates, there is the inevitable problem of reentry. More than 97% of all U.S. 
prisoners are eventually released, and communities are absorbing close to 650,000 
previously incarcerated individuals annually (Council of State Governments, 2005). A 
document distributed by NIJ in 2000 was the first to clearly outline how little attention 
this issue had received despite its potential central role in public safety and recidivism 
reduction: 
The explosive, continuing growth of the Nation’s prison population is  
a well-known fact…. Less well recognized is one of the consequences of this 
extraordinarily high figure…. If current trends continue, this year more than  
half a million people will leave prison and return to neighborhoods across the  
country…. [I]t seems the time is right to revisit the processes and goals of 
prisoner reentry (Travis, 2000, p. 1). 
This encouraged policy-makers and researchers to focus on the transition from 
imprisoned offender to released ex-offender (Travis, 2000; Ward & Maruna, 2007).  
As inmate populations continue to grow domestically, an increasing proportion 
of government funds are being allocated to correctional programming. Although 
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national and civic spending on corrections has expanded from under $10 billion in 1982 
to $60 billion in 2002, many corrections officials struggle to adequately fund the 
institutional needs of the growing incarcerated population (Council of State 
Governments, 2005). This deficit, coupled with the realization of community release, 
has led many jurisdictions to question whether their funds are being spent effectively 
(MacKenzie, 2000). Of particular concern is the impact of rehabilitative efforts on 
reducing future criminal behavior. The public’s apprehensions about falling victim to 
crime further contribute to the need for a concrete, empirically supported answer. 
Throughout the past 50 years, social science has made considerable progress toward 
reducing criminal recidivism. However, this task has been met with incredulity and 
variability that limit the identification of a clear approach.  
1.2 The “What Works” Debate 
Prior to the 1960s, rehabilitation was widely accepted as a reasonable and 
attainable goal of correctional administrations (Hollin, 2000). Typical of the times, 
program decisions were based on psychiatric interviews, social history reports, and 
psychological tests (e.g., personality inventories, projective measures). Treatment plans 
consisted of “individual counseling and occasional group work of an amorphous nature, 
menial work programs, and extensive use of medication and ECT for psychiatrically 
disturbed inmates” (Gendreau, 1996, p. 145). Institutional staff implementing such 
treatments often lacked mental health and risk-management expertise. By the late-
1960s, various psychosocial theories of criminal behavior and new approaches to 
offender rehabilitation emerged. Additionally, specialized training in correctional 
psychology drew interest (Gendreau, 1996).  
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The first comprehensive evaluations of offender treatments began to appear in 
the literature during the 1970s (e.g., Martinson, 1974; Ross & McKay, 1978). This 
decade also marked a shift in the dominant penal philosophy and practice. Despite the 
increasing attraction to the field, rising crime rates and facility over-crowding triggered 
public and professional disillusionment about the effectiveness of offender treatment 
programs (Cullen, Fisher, & Applegate, 2000; Ward & Maruna, 2007). The adverse 
response to rehabilitation was amplified by Martinson’s (1974) influential “nothing 
works” doctrine – a proposal based on an analysis of 231 studies evaluating the efficacy 
of correctional programming. Martinson (1974) concluded that offender treatment was 
largely ineffective for reducing recidivism. He suggested that, at its best, treatment 
“cannot overcome, or even appreciably reduce, the powerful tendency for offenders to 
continue in criminal behavior” (p. 49). This review is commonly credited with limiting 
the support for rehabilitation (Anstiss, 2003), and promoting the ideals of deterrence 
and “doing justice” (Gendreau, 1996, p. 145). However, Martinson’s report did not 
single-handedly shift correctional theory from rehabilitative optimism to punitive 
pessimism (Ward & Maruna, 2007). Abandonment of rehabilitative efforts by 
mainstream criminology scholars, political theorists, and correctional authorities further 
contributed to a modified criminal justice landscape (Hollin, 2000) in which 
government aims moved from treatment to primary prevention (Anstiss, 2003). This 
pessimism regarding offender rehabilitation dominated the 1980s (Wilson, Bouffard, & 
MacKenzie, 2005), and continues to receive some governmental and popular support in 
the 21st century (e.g., flat sentencing, three-strikes federal legislation) (Gendreau, 1996). 
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 Although the majority view in the 1970s favored punishment over treatment, a 
small group of professionals began to challenge the assumptions and empirical evidence 
of the “nothing works” paradigm. Palmer (1975) reanalyzed the same data used by 
Martinson and colleagues, and found that more interventions were efficacious than the 
original analysis claimed. Other reviews of extant treatment services demonstrated 
similar results (e.g., Ross & Gendreau, 1980) – corrections-based treatment can 
influence an offender’s behavior in prosocial directions (Anstiss, 2003). Evidence 
concerning effective approaches to rehabilitation continued to accumulate at an 
impressive rate (Gendreau, 1996). By the 1990s, a more optimistic attitude was adopted 
across multiple disciplines, and the emphasis on offender treatment was again leading 
the “works/does not work” debate (Wilson et al., 2005). A sizable and robust body of 
literature is now available to support some interventions for offender populations 
(Anstiss, 2003). This includes both treatment outcome research (Falshaw et al., 2004) 
and meta-analytical reviews (Gendreau, 1996; Landenberger & Lipsey, 2005; 
MacKenzie, 2000; Pearson, Lipton, Cleland, & Yee, 2002; Tong & Farrington, 2008; 
Wilson et al., 2005). In 2004, the President of the American Society of Criminology 
declared that “today there is a vibrant movement to reaffirm rehabilitation and to 
implement programs based on the principles of effective intervention” (Cullen, 2005, p. 
1).  
Though the past decade has witnessed what Ward and Maruna (2007) term a 
“rehabilitation renaissance,” attitudes regarding efficacious treatment programming 
remain somewhat discordant. Recently, some scholars have argued that the majority of 
treatment programs aimed at reducing recidivism have demonstrated only minimal 
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impact (e.g., Farabee, 2005). Others suggest that the effects of such interventions are 
specious. For example, Marlowe (2006) argues that “what works” has never worked. He 
proposes that the pressure to provide empirical support for rehabilitation overcomes 
investigator’s analyses of inconsistent results – that is, “[i]f …primary hypotheses are 
not confirmed, [researchers] can usually rely on post hoc correlations to elicit some 
treatment effects. And if this is insufficient, the failsafe position is to conclude that the 
intervention might not have been adequately implemented” (Marlowe, 2006, p. 339). In 
an attempt to assuage the dispute, Ward and Maruna (2007) suggest a change in word 
choice from “what works” to “what helps” (p. 12). They argue that, while nothing 
“works” reliably for every offender under every circumstance, it is difficult to conclude 
that nothing “helps” to reduce criminal behavior (Ward & Maruna, 2007). An estimated 
85% of repeat offenders abstain from antisocial activity by the age of 28 (Blumstein & 
Cohen, 1987). Given this, it is likely that some extraneous factors are helpful in 
forestalling future criminality (Ward & Maruna, 2007). 
1.3 Models of Rehabilitation 
The most common attitude toward rehabilitating offenders involves policies 
concerned with risk detection and management. In this perspective, the focus is directed 
at “estimating the degree to which individuals constitute a menace to the community 
and then setting out to reduce or minimize their risk factors in the most cost-effective 
manner” (Ward & Maruna, 2007, p. 20). The Risk-Need-Responsivity Model (RNR) is 
currently the reigning paradigm aligned with the risk-management approach to criminal 
reform. RNR proposes that correctional interventions are most effective when they are 
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structured according to three core rehabilitative principles: risk, needs, and responsivity 
(Andrews & Bonta, 1998).  
The salient assumption of this model is the needs principle. One of the first 
questions that arises when discussing rehabilitation involves what factors should be the 
target of the intervention. The answer, according to RNR, is that correctional 
programming should target known predictors of crime and recidivism that can be 
changed (MacKenzie, 2006). These risk factors, referred to as dynamic criminogenic 
needs, include antisocial attitudes and behaviors, poor parental practices, weak 
interpersonal relationships, quality of leisure activities, negative peer influences, 
substance abuse, employment, and education (Gendreau, 1996; MacKenzie, 2006). 
Research also demonstrates that these factors are directly related to criminal activity 
(MacKenzie, 2006). Another aspect of RNR is the risk principle, which specifies that 
the intensity of treatment for offenders should be commensurate with the level of risk 
they pose to society (Ward & Maruna, 2007). Lastly, the responsivity principle is 
concerned with matching the implementation of correctional interventions to certain 
characteristics of the participants (e.g., motivation, learning style and ability, 
multicultural needs) (Ward & Maruna, 2007). However, it remains unclear how best to 
design effective rehabilitation programs that are responsive to the needs of specialized 
cohorts, such as women, minorities, psychopaths, and mentally disordered offenders 
(MacKenzie, 2006). 
The RNR model, though widely acknowledged and observed, is not without its 
critics. Many opponents assert that focusing on reducing dynamic risk factors is a 
necessary, but not sufficient, condition for efficacious correctional treatment. The 
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message of treatment in the RNR context is restricted to correcting maladaptive 
conventions. Such a passive approach to treatment neglects the importance of 
promoting positive rewards associated with an offense-free lifestyle that may help 
motivate offender engagement. RNR is also scrutinized for undermining the value of 
non-criminogenic needs, such as self-esteem and personal distress. Failure to address 
these components is likely to result in a weak therapeutic alliance – a relevant and 
crucial component for effective treatment delivery (Ward & Maruna, 2007). In response 
to these criticisms, strength-based or “restorative” approaches to working with 
offenders have been developed as an alternative to the risk-management perspective of 
reintegration theory. The most systematic model in this domain is the Good Lives 
Model (GLM). The hallmark of GLM is promoting the pursuit of a better life by 
assisting individuals in achieving goods and goals via non-offending methods (Ward & 
Maruna, 2007). Although GLM is a promising framework for reducing recidivism, 
more research is needed to support its adoption by the forensic community. At present, 
RNR remains the best-supported approach in correctional rehabilitation efforts.  
1.4 Cognitive-Behavioral Approaches 
The knowledge base regarding “what works,” or “what helps,” in offender 
rehabilitation stems from approximately 2,000 studies that have addressed this question 
since the inception of correctional psychology as a field (Wormith et al., 2007). The 
most promising approaches to offender treatment fall under the so-called “gold 
standard” umbrella of cognitive-behavioral therapies (CBT). In a review of nearly 300 
evaluations of correctional programs, cognitive-based interventions were estimated to 
reduce recidivism by 8% (Aos, Miller, & Drake, 2006). Pearson and colleagues (2002) 
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also found CBT approaches to significantly reduce recidivism rates. Other meta-
analyses have yielded similar evidence (Gendreau, 1996; Landenberger & Lipsey, 2005; 
MacKenzie, 2000; Wilson et al., 2005). Variations of CBT have been developed and 
implemented for correctional populations, but the common component across these 
interventions is the emphasis on prosocial behavioral outcomes achieved primarily 
through changes in the way one perceives, reflects upon, and thinks about life 
circumstances. The cognitive-behavioral perspective assumes that cognitions affect 
behavior. Therefore, attentive monitoring and altering maladaptive cognitive activity 
can produce reductions in antisocial responding (Wilson et al., 2005).  
Although programs differ in the nature and mix of treatment elements included, 
it seems that the general CBT approach, and not the specific curriculum, is responsible 
for overt positive outcomes – quality program implementation is key, not the particular 
variant employed (Landenberger & Lipsey, 2005). As McGuire (1996) suggests, “there 
is no single cognitive-behavioural method or theory. Work of this kind is best thought 
of as a ‘family’ or collection of methods rather than any single technique easily and 
clearly distinguished from others” (p. 7; see also Pearson et al., 2002). Further, the 
effects of CBT are significantly larger when coupled with other services (e.g., substance 
abuse treatment, anger management, relapse prevention; Landenberger & Lipsey, 
2005), and multiple treatment components that address the criminogenic needs of a 
particular offender or offender group (e.g., problem-solving, moral reasoning, job-skills 
training, positive peer development, psycho-education; MacKenzie, 2000).  
Cognitive-behavioral techniques used with correctional populations are typically 
conceptualized as either cognitive-restructuring or cognitive skills training. Cognitive-
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restructuring views mental health problems as the product of dysfunctional thought 
processes, including misperceptions of social settings and faulty logic (Wilson et al., 
2005). This perspective posits that offenders are not delayed in development, but 
instead have developed defective thinking patterns (MacKenzie, 2006). Cognitive skills 
training, on the other hand, focuses on improving cognitive deficits in the ability to 
adapt to stressful situations (Wilson et al., 2005). These programs are constructed on the 
idea that individuals who engage in criminal activities lack the appropriate thinking 
skills to achieve their goals in prosocial ways (Falshaw et al., 2004). Research has 
further supported this link between cognitive deficits and the onset and maintenance of 
antisocial conduct (McGuire, 2000). The aim of treatment is to equip offenders with a 
new skill-set involving social problem-solving and decision-making, assertiveness 
training, perspective-taking, and critical reasoning that can be applied to a real-world 
environment (Pearson et al., 2002). The efficacy of employing either cognitive-
restructuring or cognitive skills training in isolation has been confronted with varied 
results (Landenberger & Lipsey, 2005; MacKenzie, 2000; Pearson et al., 2002). 
Arguably the most widely cited and extensively researched intervention 
available for offender populations is modeled from the principles of cognitive skills 
training described above. Reasoning and Rehabilitation (R & R; Ross, Fabiano, & 
Ewels, 1988) is a manualized program designed to assist offenders in developing 
effective problem-solving and coping skills that mold positive social attitudes (Wilson 
et al., 2005). R & R is delivered in a group setting by appropriately trained correctional 
officers, caseworkers, unit managers, and administrators (MacKenzie, 2006). Treatment 
techniques involve role-playing, modeling, and reinforcement (Hollin & Palmer, 2009). 
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R & R has been the subject of numerous meta-analytical studies and shows encouraging 
results for reducing recidivism (Allen, MacKenzie, & Hickman, 2001; Hollin & Palmer, 
2009; MacKenzie, 2000; Pearson et al., 2002; Tong & Farrington, 2008; Wilson et al., 
2005). For example, in their review of R & R across various countries and correctional 
settings, Tong and Farrington (2008) found a significant 14% decrease in overall 
recidivism rates for program participants as compared to non-treatment controls. R & R 
was also shown to be effective regardless of location (i.e., community or institutional), 
risk-level (i.e., high or low), and willingness to participate (i.e., voluntary or non-
voluntary) (Tong & Farrington, 2008).  
However, not all research unequivocally reinforces the use of R & R in 
correctional populations. A study evaluating prison-based cognitive skills programs 
(e.g., R & R) in England and Wales failed to show significant differences in 2-year 
reconviction rates between the treatment and matched comparison groups (Falshaw et 
al., 2004). Wilson (2005) proposes that a non-significant decrease in recidivism rates 
for “treated” offenders is not necessarily indicative of failure on the part of the program 
being implemented. Rather, the proliferation of best practice models for managing 
offenders in a cognitive-behavioral framework, which includes aspects of problem-
solving skills development, may have obscured potential differences (Wilson, 2005). 
Despite the inconsistencies cited in the literature, the effectiveness of cognitive methods 
in crime intervention has been successfully tested with several offender categories and 
contexts, including sex offenders (Tong & Farrington, 2008).  
Another important intervention in the cognitive-skills domain is Moral 
Reconation Therapy (MRT). MRT, also manualized for delivery in group settings, was 
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devised by Little and Robinson (1988) based on a theory of offending adapted from 
Kohlberg’s stages of moral development. According to this model, higher levels of 
moral reasoning involve more abstract thinking and the ability to practice empathy. It is 
assumed that individuals at higher moral levels are less likely to harm others and, 
therefore, less likely to engage in criminal behavior (MacKenzie, 2006). Additionally, 
MRT recognizes that offenders have deficits that go beyond delayed moral 
development. Therapy also targets an offender’s tendency to display narcissistic traits, 
low self-esteem, impulsivity, and resistance to change (Wilson et al., 2005). MRT has 
been studied with diverse samples of offenders convicted of felony drug offenses, drunk 
driving, general felony offenses, and other correctional groups. Several meta-analyses 
have found general support for the beneficial influence of MRT on moral development, 
and ultimately criminal behavior (Allen et al., 2001; Wilson et al., 2005). When 
compared to R & R, the results for MRT show stronger support for the effectiveness of 
such programs in reducing recidivism (MacKenzie, 2006). However, these findings 
should be considered with some discretion as the majority of longitudinal randomized 
controlled trials included in these analyses were conducted by the developers of the 
treatment (Allen et al., 2001; MacKenzie, 2006; Wilson et al., 2005).  
Other cognitive-skills programs, such as Straight Thinking on Probation 
(STOP), Enhanced Thinking Skills (ETS), and Think First, are also gaining the 
attention of correctional decision-makers and investigators. Most of the research on 
these interventions is being conducted in the United Kingdom. Following the general 
trend of CBT-based programming, there has been significant recidivism reduction for 
both institutional and community populations (Anstiss, 2003; Hollin & Palmer, 2009). 
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Unlike cognitive-skill models, research is less abundant in the realm of cognitive-
restructuring. Though demonstrating some potential, many of the studies within the 
literature used weak research methodologies (Wilson et al., 2005). Additionally, the 
variability in the type of offender studied and location of treatment complicates meta-
analytical outcomes (MacKenzie, 2006).  
1.5 Optimizing CBT Outcomes 
Although the field of correctional psychology has demonstrated some empirical 
maturity, the current research base is in need of further advances in program evaluation 
and technology transfer (Gendreau, 1996; MacKenzie, 2000; Pearson et al., 2002). The 
amount of high-quality research on CBT in controlled correctional practice is not yet 
large enough to determine whether the effects on recidivism can be routinely attained 
under everyday circumstances. There is little doubt among clinical professionals that 
CBT is capable of producing significant reductions in the recidivism of even high-risk 
offenders. However, generalization to routine practice cannot be assumed, and “much 
remains to be learned about the optimal configuration of CBT and the conditions under 
which it is most effective” (Landenberger & Lipsey, 2005, p. 472). Research is also 
necessary to expand and develop the existing body of evidence so that the most 
advantageous elements of CBT models can be specified, and subsequently used to 
further improve program models (Pearson et al., 2002).  
In addition to the need for continued investigation, the field is faced with 
another challenge that extends beyond the scope of program research. Regardless of the 
available literature in correctional psychology, information regarding “what works” for 
offender populations is not consistently and efficiently being utilized by those who need 
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it (Gendreau, 1996). Historically and presently, policy-makers have made minimal use 
of science to inform their decisions about program selection and implementation 
(MacKenzie, 2000). It is within the authority of these policy-makers and program 
directors to review whether the CBT approach under consideration is evidence-based, 
and to assess the suitability of that approach to their particular clients and treatment 
environment. Clinical researchers have a collective responsibility to support technology 
transfer by making empirical knowledge more easily accessible at the organizational- 
and practitioner-levels (Gendreau, 1996). As a consequence of these efforts, effective 
programming models (including related staff recruitment, training, and quality-control 
processes) would diffuse throughout the correctional community and become well 
implemented (Pearson et al., 2002). To reach greater gains in rehabilitative efforts, it is 
imperative to link evaluation results with program decision-making by moving toward 
evidence-based corrections not only in research, but also in practice (MacKenzie, 2000, 
2006).  
1.6 Other Efforts 
1.6.1 Relapse Prevention  
The relapse prevention model was first developed to aid in the treatment of 
addictive behaviors such as substance abuse, cigarette smoking, and overeating. 
Programs that include relapse prevention focus on training the individual to recognize 
high-risk situations and overcome habitual coping styles to halt the relapse cycle before 
minor lapses translate to full relapses of the objectionable behavior (Dowden, 
Antonowicz, & Andrews, 2003; Landenberger & Lipsey, 2005). Although the original 
purpose of relapse prevention was as a maintenance strategy to augment treatment 
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services, it is increasingly being used as the underlying framework within which various 
treatment services are delivered (Dowden et al., 2003). This approach is frequently 
utilized in the treatment of sexual predators where additional program components such 
as anger management, sexual education, and victim empathy are implemented in the 
context of a relapse prevention paradigm (Laws, 1999).  
Relapse prevention models borrow from cognitive-behavioral principles and are 
typified by several core elements: the offense chain, relapse rehearsal, dealing with 
failure situations, self-efficacy, coping skills, external support systems, and aftercare 
(Laws, 1999). The offense chain refers to the precursory cues that warn of the dangers 
of committing a criminal act. Relapse rehearsal allows participants to identify potential 
relapse (or high-risk) situations and practice the use of prosocial skills to mitigate or 
evade such situations. Programs often include gradual increases in the coping difficulty 
of these hypothetical scenarios. Offenders are also taught to deal with failure or lapses 
in behavior constructively and not to experience discouragement as a setback. The self-
efficacy component focuses on instilling feelings of self-confidence in the offender that 
his or her efforts can be successful in preventing future antisocial activity. The cardinal 
constituent of relapse prevention is the explicit attention to developing and enhancing 
effective coping strategies necessary to abstain from the target behavior. To the extent 
possible, relapse prevention programs also train external support systems (e.g., family, 
social networks) in the fundamentals of the prevention model so offenders are positively 
reinforced for demonstrating learned techniques in applied environments. Lastly, 
booster sessions or aftercare materials are made available in institutional and 
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community settings to facilitate maintenance of treatment effects (Dowden et al., 2003; 
Gendreau, 1996; Law, 1999). 
Many researchers have designated relapse prevention as a promising solution for 
correctional populations (e.g., Gendreau, 1996; Landenberger & Lipsey, 2005). 
However, most of the support for relapse prevention relates to its use as a 
supplementary service that strengthens the effects of other specialized CBT 
interventions (Landenberger & Lipsey, 2005; MacKenzie, 2000). Although relapse 
prevention models have been delivered within offender treatments, a marginal amount 
of controlled outcome research has formally evaluated their effectiveness (Dowden et 
al., 2003). In a meta-analysis of 24 relapse prevention programs, Dowden and 
colleagues (2003) found only moderate reductions in recidivism. The results of this 
investigation, though generally “unimpressive” (p. 523), identified that certain elements 
of the model are associated with more positive treatment effects than others (e.g., 
training of significant others) (Dowden et al., 2003). Given the widespread application 
of relapse prevention, either as an independent program or as an adjunct service, 
additional research is needed to ensure the effectiveness of these models in offender 
groups (Dowden et al., 2003).  
1.6.2 Vocational, Educational, and Life Skills Programs 
 Historically, prison work programs have served many functions in U.S. 
corrections, including alleviating institutional costs, supplying governments with 
industrial goods, keeping inmates busy, rehabilitation, and sanctioning (MacKenzie, 
2006). When compared to the general public, offenders are less educated, posses fewer 
marketable qualities, and are more often unemployed within the community (Andrews 
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& Bonta, 1998). “Releasees from prison who continue to be involved in the criminal 
justice system have lower earnings and lower employment rates than those who desist” 
(MacKenzie, 2006, p. 93). From a reentry perspective, work programs can endow 
offenders with real-world experience, job skills, and vocational training. Vocational 
education is one of the most widely offered programs in corrections because it 
addresses the high incidence of academic and unemployment failure among offenders. 
Programs include classroom-based education relating to general job skills (e.g., basic 
math, time management, work ethics), and apprenticeships in areas such as electrical, 
carpentry, automotive, and barber training (MacKenzie, 2006). Regardless of some 
inconsistencies, the preponderance of the research on vocational programs demonstrates 
their effectiveness in reducing re-offense rates (MacKenzie, 2000).  
 General academic programs also aim to break the link between criminal activity 
and education level. These programs focus on expanding the knowledge base of 
incarcerated offenders by teaching at the primary, secondary, and postsecondary levels. 
Life skills training is designed to address other important deficits that may interfere 
with offenders’ attempts to function prosocially in daily life outside confinement. Life 
skills may include how to search for a job, balance a checkbook, budget, control anger, 
make decisions, and set achievable goals. Recently, such life skills components have 
been added to educational curriculums. Although there is sufficient evidence to infer 
that correctional education programs work to reduce recidivism, it is more difficult to 
draw definitive conclusions about the effects of life skills training (MacKenzie, 2006). 
Again, vocational, educational, and life skills programs are most commonly stressed as 
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supplementary services to enhance a specific CBT approach (Gendreau, 1999; 
Landenberger & Lipsey, 2005). 
1.6.3 Punitive Approaches  
 Punitive approaches are those that emphasize deterrence, structure, discipline, 
control, and community surveillance (MacKenzie, 2000). These “punishing smarter” 
programs concentrate on sanctions in the form of physical challenge (e.g., boot camps, 
wilderness programs), drug testing, electronic monitoring, restitution, and shock 
probation and incarceration (e.g., Scared Straight) (Gendreau, 1999). Examinations of 
these methods have steadily yielded unfavorable results, placing punishment 
unequivocally in the “does not work” category (Gendreau, 1999; MacKenzie, 2000, 
2006). One theory for the failure of these programs is the lack of continued behavioral 
contingencies. That is, once immediate punishments for misconduct are terminated old 
behavior patterns are likely to return (Pearson et al., 2002). Some researchers further 
speculate that individuals who engage in antisocial activity have an inherent inability to 
learn from punishment, but that reinforcement of appropriate behavior may be 
advantageous (Ruegg, Haynes, & Frances, 1997). However, there are currently no 
controlled studies that support the idea that simple behavioral or conditioning 
paradigms have lasting effects for offender populations (Reid & Gacono, 2000).  
CHAPTER 2: CURRENT STUDY 
 The need for empirically supported correctional programming, particularly 
outside of controlled settings, and the call for increased technology transfer highlight 
the importance of continued efforts to clarify “what works” for offender groups. 
Though CBT is generally accepted as being effective (e.g., MacKenzie, 2000; Pearson 
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et al., 2002), there is limited research on its effectiveness in real-world settings 
(Landenberger & Lipsey, 2005). The current study examines a relatively inexpensive 
cognitive skills training program designed specifically for jail populations.  It is 
currently offered in two adult facilities and one juvenile detention center in southeastern 
Pennsylvania, as well as other correctional sites across the United States. The program 
employs principles of CBT in an attempt to teach prosocial problem-solving and 
decision-making skills to interested inmates. Because multiple facilities in southeastern 
Pennsylvania and elsewhere support the program, it is essential to investigate its 
effectiveness so resources are not spent on ineffective programming. A program 
evaluation may also underscore areas for improvement.  
This study has several other potential implications. First, given the limited 
research on jail-based programming, it is important to examine whether CBT models 
can be effective in a more short-term setting than that afforded by prison sentences. In 
response to the surge of drug-related arrests and facility overcrowding (Lurigio & 
Stewart, 1994), clinical research on jailed populations typically focuses exclusively on 
reducing drug crimes (Wormith et al., 2007). As other criminal types circulate through 
correctional systems, programs aimed at treating general offenders in jails require 
examination. Second, the current study includes a modified protocol for female 
offenders. Women in jails are a growing administrative, societal, and public health 
concern. Moreover, females account for a significant proportion of recidivism by jail 
populations (Haywood, Kravitz, Goldman, & Freeman, 2000). Despite the increasing 
number of women in jail, a meta-analysis by Landenberger and Lipsey (2005) 
discovered that 62% of the studies under review contained all male offenders, whereas 
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only 5% contained all female offenders. Therefore, research is necessary to unveil what 
components of CBT (e.g., cognitive skills) are effective in reducing re-offending by 
females. It is possible, for example, that women possess a set of treatment needs that are 
different from their male counterparts (see, e.g., Heilbrun et al., 2008). Lastly, the 
current study has the benefit of a long follow-up period (i.e., 48 months). In their meta-
analysis, Landenberger and Lipsey (2005) found that the majority of studies used a 12-
month recidivism interval, and none exceeded 36 months. Longer follow-up periods 
may provide a better indication of the maintenance of treatment effects. 
The primary purpose of the study is to compare recidivism rates of treatment 
completers with treatment dropouts and a non-treatment control condition. This study 
tests the following hypotheses: 
(1) Treatment completers will perform significantly better (i.e., recidivate less) 
than both the dropout and control groups.  
(2) Treatment dropouts, who experienced at least some treatment, will recidivate 
at a significantly lower rate than non-treatment controls.  
Several comparative analyses were conducted to test these hypotheses. A secondary 
research question relates to which factors best predict a successful outcome (i.e., no 
recidivism). The predictors of interest include group (i.e., completer vs. dropout vs. 
non-treatment), gender, age, (i.e., 25 and older vs. 24 and younger), criminal history 
(i.e., priors vs. no priors), and offense type (i.e., violent vs. non-violent; non-drug vs. 
drug).  
(3) Completing treatment will better predict success than any other variable.  
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(4) Being female, younger, not having a prior criminal record, and committing 
less violent and/or drug-related offenses will be significantly more predictive of a 
favorable outcome.  
(5) Criminal history will have the greatest overall influence on recidivism rates 
when compared to the other predictors.  
2.1 The Thresholds Program 
 The program being evaluated is a cognitive skills-based intervention that focuses 
primarily on teaching problem-solving and decision-making strategies so inmates can 
learn to obtain their goals using the most effective and socially desirable method. The 
Thresholds Program employs a six-step model that outlines the decision-making 
process. In sequence, these steps are:  
1. Define the situation or problem 
2. Set the goal 
3. Develop the possible solutions 
4. Evaluate the possible solutions (i.e., define pros and cons of each 
selection) 
5. Make the decision 
6. Implement the decision 
Treatment consists of six individual sessions that are conducted on a weekly basis and 
last 1-2 hours each. Each session is designed to cover one of the six steps. The material 
covered in these sessions is derived from a standardized treatment workbook, and 
corresponding homework is assigned so clients may practice the principles taught 
during the mentored session. Males and females have specialized workbooks that target 
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gender-appropriate issues. As part of the program, clients are also required to participate 
in group-centered treatment. Groups meet once per week and participants engage in 
discussions relating to the topics covered in the individual sessions. Role-plays and 
other group exercises are also used to address cognitive deficits. It is important to note 
that some offenders, namely those with drug-related convictions, also received 
supplementary drug treatment that was not part of the Threshold Program protocol.  
Treatment providers are jail volunteers who undergo a 16-hour, weekend-long 
training course. The course includes information on how to utilize and convey the 
workbook material, as well as safety issues that may arise when working with inmate 
populations. The Thresholds chapter coordinator, who also holds a volunteer position, 
conducts these training sessions and handles all concerns encountered by the treatment 
providers. Other than lending support to volunteers when problems arise, there are no 
other quality control procedures in place (e.g., treatment integrity checks). Prior 
education or experience in mental health services is not required to become a program 
volunteer. However, all interested individuals must be at least age 18 and undergo a 
criminal background check. Once trained, volunteers are assigned a caseload of one or 
two clients per treatment cycle. Volunteers also run group sessions, but leaders are 
generally equipped with more program experience than the average treatment provider. 
Groups are led by at least two volunteers to reduce the effects of manipulative or 
inappropriate behavior among the participants.  
There are several methods by which the Thresholds Program is advertised. 
Flyers are posted throughout the jail to attract inmate participation. Probation officers, 
correctional staff (e.g., unit counselors), other inmates, or family members who are 
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informed about Thresholds may also suggested program involvement. Once interest is 
expressed, inmates are scheduled for an initial interview. This interview, conducted by 
jail personnel, serves to gather self-reported demographic data and criminal history. 
Clients are then matched with a volunteer mentor, and the treatment process begins. 
There are no specified criteria for program enrollment or denial of services. Clients are 
free to withdraw from the program at any time.  
2.2 Methods 
2.2.1 Participants 
 Participants consisted of 147 inmates between the ages of 16 and 63 (M = 32.57; 
SD = 9.85) detained at a secure correctional center in Delaware County, Pennsylvania, 
during the 2002 calendar year. Data from other years are available and will be examined 
as part of a separate project. The total sample consists of 112 males and 33 females 
(data on gender were missing for 2 study participants). Other demographic variables, 
such as race, marital status, and education level, are available only for the comparison 
group. Because these variables could not be compared between groups, they are not 
reported here. All information about the study participants was derived from an archival 
dataset recorded by jail volunteers from existing inmate records. The treatment 
completer group includes 50 voluntary participants who received the full dosage of the 
Thresholds Program. The treatment dropout group includes 24 voluntary participants 
who started the Thresholds Program, but either discontinued prematurely or were 
discharged back into the community prior to completion. The only inclusion criterion 
for participating in the Thresholds Program was expressing interest in receiving the 
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intervention. The comparison condition consists of 73 inmates who were randomly 
selected from the general jail population.    
 For the purposes of this study, participants were excluded from the final 
analyses if they are not residents of Delaware County. Offenders who reside in 
jurisdictions outside Delaware County were removed based on the assumption that their 
re-offense rates are more difficult to track because these individuals are less likely to 
return to that particular facility if re-arrested. Offenders who are arrested and serve time 
in Delaware County, but who live in surrounding areas, are released to their native 
county upon discharge. Therefore, if an individual is re-arrested, there is a greater 
probability that any returns to jail will be served in the county to which he or she was 
released (i.e., county of residence), not Delaware County. For this study, recidivism was 
defined only as re-incarceration in the Delaware County facility. Participants were also 
excluded from the study if they were detained in a special restriction unit designated as 
“Unit 12.” Unit 12 inmates were held under unique conditions that may confound any 
conclusions that could be drawn from the results.  
2.2.2 Data Collection 
For the treatment completer and dropout groups, all data were collected post-
Thresholds participation. Jail volunteers gathered information from initial interview 
forms and inmate records for all clients who enrolled in the program during the 2002 
calendar year. For the control group, volunteers randomly pulled records for inmates 
who were incarcerated during the same year as program participants (i.e., 2002). Data 
from these documents were hand-recorded onto hardcopy spreadsheets. Recidivism was 
operationalized as a return to the Delaware County facility, and was recorded 
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dichotomously (i.e., yes or no) over a 3-year outcome interval (i.e., from 2002 to 2004 
for the dropout group and from 2003 to 2005 for completer and comparison groups1). 
To enable data analysis, variables designated on the original spreadsheets were 
allocated numerical coding schemes and subsequently transcribed into a PASW 18 
electronic file by Drexel University research assistants. Congruent with computerized 
data entry, all names and birth dates were removed and participants were assigned 
unique identification numbers. Additionally, all extra-county residents and Unit 12 
detainees were excluded from the electronic file. Hardcopy materials are stored in a 
locked office and, although personal identifiers were extracted, the PASW 18 
spreadsheet was saved to a password-protected file on a private desktop computer.  
CHAPTER 3: RESULTS 
Chi-square tests were used to determine the presence of significant group 
differences on demographic variables (i.e., age, gender, criminal history, and offense 
type) among the three study conditions.2 Gender and age were found to differ 
significantly between groups, χ2(2)  = 23.70, p = .000; χ2(2) = 6.45, p = .04, 
respectively, and were entered as layer covariates in subsequent non-parametric 
analyses. Descriptive statistics are reported in Table 1.  
To test for significant differences in recidivism rates among the completer, 
dropout, and non-treatment comparison groups, a series of chi-square analyses was used 
in which the independent variable was group membership (i.e., completer, dropout, or 
                                                        
1 Recidivism data were available for the dropout group starting in 2002, but were only available for the 
completer and comparison groups starting in 2003. To maintain consistency across study conditions 
without excluding meaningful data, recidivism was recorded during a 3-year outcome period for all 
groups regardless of which year the data were first available. 
2 Criminal history and offense type were missing for the comparison group (n = 73). Between-group 
analyses on these variables only included data from the completer and dropout groups.  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non-treatment comparison) and the dependent variable was recidivism (i.e., measured 
dichotomously as “yes” or “no”). An alpha level of p < .05 was used to determine 
statistical significance for all analyses. 
Hypothesis 1:  A 3 × 2 chi-square was used to compare the recidivism rate of the 
treatment completer group with that of the treatment dropout group and 
the non-treatment comparison group. In this intent-to-treat analysis, all 
groups were compared separately for significant differences in 
recidivism (i.e., completers vs. dropouts vs. non-treatment comparison). 
Overall, no significant differences were found among groups regarding 
re-offense rates, χ2(2) = .63, p = .73; χ2(2) = .21, p = .90 (values reported 
for “24 and younger” and “male” covariate layers, respectively). 
However, this analysis showed a significant difference between study 
conditions for those participants who were older (i.e., 25 years and up), 
χ2(2) = 6.03, p = .049, Φ = .233. A secondary chi-square test was 
conducted to determine the nature of this difference. Results revealed 
that treatment completers who were 25 years and older recidivated 
significantly less than treatment dropouts who were also 25 years or 
older, χ2(1) = 6.01, p = .014, Φ = .314. Among this age category, it was 
not found that completers or dropouts recidivated significantly less than 
the comparison group. Additionally, results of the primary chi-square 
test suggest that females in the completer group recidivated significantly 
less than females in either the dropout or comparison groups, χ2(2) = 
12.52, p = .002, Φ = .616.   
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Hypothesis 2:  A 2 × 2 chi-square was used to compare the recidivism rate of the 
treatment completer group with that of the non-treatment comparison 
group. This per-protocol analysis did not include data from the treatment 
dropout group. Controlling for gender and age, no significant differences 
were found between groups regarding re-offense rates, χ2(1) = .23, p = 
.63; χ2(1) = .99, p = .32; χ2(1) = .01, p = .93; χ2(1) = .42, p = .52 (values 
reported for “24 and younger,” “25 and older,” “male,” and “female” 
covariate layers, respectively). 
Hypothesis 3:  A second 2 × 2 chi-square was used to compare the recidivism 
rate of the treatment completer group with that of the treatment dropout 
and non-treatment comparison groups combined (i.e., completers vs. 
dropouts + non-treatment comparison). Overall, no significant 
differences were found between groups regarding re-offense rates, χ2(1) 
= .37, p = .54; χ2(1) = 2.94, p = .09; χ2(1) = .03, p = .85 (values reported 
for “24 and younger,” “25 and older,” and “male” covariate layers, 
respectively). However, results of this analysis showed that females in 
the completer group recidivated significantly less than females in the 
combined dropout plus comparison group, χ2(1) = 8.74, p = .003, Φ = 
.515.   
Hypothesis 4:  A third 2 × 2 chi-square was used to compare the recidivism rate 
of the treatment completer and treatment dropout groups with that of the 
non-treatment comparison group (i.e., completers + dropouts vs. non-
treatment comparison). Controlling for gender and age, no significant 
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differences were found between groups regarding re-offense rates, χ2(1) 
= .002, p = .97; χ2(1) = .004, p = .95; χ2(1) = .013, p = .91; χ2(1) = .31, p 
= .58 (values reported for “24 and younger,” “25 and older,” “male,” and 
“female” covariate layers, respectively). 
Secondary questions relating to the factors that best predict recidivism were 
analyzed using a forced entry multiple regression model. The overall regression model 
was not statistically significant, F(6, 64) = 2.02, p = .076. Group membership (i.e., 
completer, dropout, or comparison) significantly predicted re-offense rates at p < .05, 
indicating that a lack of Thresholds involvement was most associated with recidivism. 
No other variables were significantly predictive of recidivism. Table 2 summarizes the 
results of the regression analysis for variables predicting future offending.   
CHAPTER 4: DISCUSSION 
 The purpose of the current study was to examine the efficacy of a cognitive 
skills training program designed to teach prosocial problem-solving and decision-
making skills to jailed populations. Because multiple correctional sites support the 
Thresholds Program, it was essential to evaluate the program’s potential for reducing 
recidivism in an applied setting, and to underscore possible areas for improvement. On 
the whole, recidivism rates did not differ significantly between study conditions. 
However, results of several analyses suggest that Thresholds may be more beneficial for 
some demographic groups than others. Additionally, it seems that group membership is 
predictive of future offending despite the results of the group comparisons. 
Overall, group comparisons failed to reveal any significant differences among 
the treatment completers, treatment dropouts, and non-treatment comparison groups on 
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rates of recidivism. After examining each covariate layer that was entered into the 
analyses, results uncovered some gender and age differences between groups with 
regard to recidivism. Differences among study conditions were found when the 25 years 
and older age group was examined in isolation. These differences are difficult to 
interpret because they seem to imply a somewhat paradoxical effect: treatment 
completers perform better (i.e., recidivate less) than treatment dropouts, but neither 
completers nor dropouts performed any better or worse than offenders who were not 
exposed to the Thresholds Program.  
Additionally, several of the primary analyses suggest that female completers 
may experience greater treatment benefits than their female counterparts who did not 
complete treatment or were not enrolled in Thresholds. The literature regarding gender 
differences among offenders shows that men greatly outnumber women in criminal 
activity, recidivism, and propensity for violence (Spjeldnes & Goodkind, 2009). Given 
that females generally have a lower risk of re-offending, perhaps it was the presence of 
this predisposition coupled with an appropriate treatment strategy that boosted positive 
outcome effects.  
Results of the regression analysis revealed that a lack of involvement with the 
Thresholds Program was most associated with re-offending. This finding is consistent 
with extant research demonstrating reductions in antisocial behavior among program 
participants versus those who did not engage in correctional interventions, especially 
when cognitive-based approaches were evaluated (e.g., Landenberger & Lipsey, 2005; 
Pearson et al., 2002). Conversely, the statistical significance of group membership is 
incongruent with the results of the primary chi-square tests that were used to compare 
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recidivism among study conditions. Upon initial consideration, this discrepancy seems 
illogical. A closer look at each analytic approach may yield an explanation. Chi-square 
analyses consider multiple variables when making comparisons. Although age and 
gender were controlled for because of detectable group differences, there was still some 
room for other variables – even if they were not found to differ significantly among 
groups – to confound the outcome. Regression equations, on the other hand, examine 
each predictor variable independently while controlling for all other variables in the 
model. This approach reduces the likelihood of muddied results. Therefore, the 
regression model may have revealed a more precise, unconfounded indication of 
treatment effects. No other variables included in the model were found to significantly 
predict re-offense rates.  
4.1 Implications 
This study addresses several domains that often receive limited research 
attention. First, given the increased number of individuals serving jail time, it is 
important to investigate whether CBT treatments can be effectively implemented in 
shorter-term settings than that afforded by prison sentences. Additionally, the 
Thresholds Program does not focus exclusively on reducing drug related crimes like 
many other jail-based programs tend to do (Wormith et al., 2007). As more diverse 
criminals enter facilities across the United States, programs aimed at treating general 
offending are becoming more of a necessity. Although this particular study showed no 
overall improvements for Thresholds participants, several secondary analyses suggest 
that there may be hope for cognitive-skills programs delivered to jailed populations.  
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Second, contrary to a majority of other program evaluations that only consider 
males (Landenberger & Lipsey, 2005), the current study also includes female detainees. 
Results of this study demonstrated significant treatment effects among female 
completers as compared to females in the dropout and comparison groups. Perhaps the 
treatment protocol designed for women targets a more appropriate set of treatment 
needs than those included in the male-specific protocol. This finding has two potential 
implications: (1) the delivery of Thresholds to women may help identify which 
treatment components work best for female offenders, and (2) the delivery of 
Thresholds to men may require some revisions (e.g., add or remove certain workbook 
items, present the material in a different manner). Lastly, the present study uses a 
follow-up period that exceeds most other correctional program evaluations 
(Landenberger & Lipsey, 2005). This lengthy follow-up period may better reflect the 
maintenance of CBT treatment effects than treatment studies using shorter outcome 
periods. 
4.2 Limitations 
 The results of this study should be interpreted in light of several limitations. 
First, the inability to detect any treatment effects of the Thresholds program may have 
been confounded by the addition of a separate substance abuse intervention (i.e., CAP) 
that several inmates were enrolled in concurrent with Thresholds. Although information 
regarding offense type and participation in CAP were missing for the general population 
group, drug-related offenses were the most common offense type for the other study 
conditions (and among jailed populations studied by others; see Lurigio & Swartz, 
1994; Wormith et al., 2007), and over 60% of that sub-sample were enrolled in CAP. It 
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is likely, then, that a majority of the inmates in the total sample were also involved in 
additional substance abuse treatment. Involvement in multiple interventions makes it 
difficult to tease apart which intervention had the greatest impact on the study results. In 
other words, it cannot be concluded whether Thresholds, CAP, or the combination of 
these programs was directly responsible for the effect on the dependent variable (i.e., 
recidivism). 
 Second, the criminogenic needs of the Thresholds participants were not 
assessed. As others in the field have pointed out (e.g., Andrews & Bonta, 1998; 
Gendreau, 1996), treatment decision-making should be based on the results of a 
comprehensive, well-conducted risk assessment. The most effective interventions assess 
for dynamic risk factors related to reoffending that serve as targets for treatment, and 
then tailor the intervention to offender-specific needs and individual characteristics 
(Gendreau, 1996; Hanson, Bourgon, Helmus, & Hodgson, 2009; MacKenzie, 2000). In 
the absence of an adequate needs assessment, it is not possible to determine whether 
Thresholds participants (including those in the dropout group) actually lacked 
appropriate decision-making skills. Because program enrollment was voluntary, it could 
be argued that simply opting to participate in treatment is evidence of prosocial 
decision-making abilities. Perhaps it was not poor decision-making skills that put these 
inmates at risk for re-offending. Rather, other domains such as parenting, motivation for 
change, vocational training, or development of positive social networks may have been 
more appropriate treatment targets for reducing future criminal activity. Further, 
criminogenic and motivational characteristics of the non-treatment comparison group 
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were also unknown. The mere experience of serving jail time, for example, may have 
served as a deterrent for continued antisocial behavior.  
An appropriate risk assessment also helps determine the intensity of treatment 
that is most likely to benefit a particular offender or group of offenders. According to 
the principles of effective correctional treatment described by Andrews and Bonta 
(1998), the best results occur when higher-risk offenders receive more intensive 
services that target specified criminogenic needs (discussed above). Consistent with this 
recommendation, Landenberger and Lipsey (2005) found that CBT treatment effects 
were greatest for offenders identified at a higher risk for recidivism than those identified 
at a lower risk. Without a proper assessment, it is unclear if Thresholds appropriately 
matched the risk-level of its participants. It could be that Thresholds was not delivered 
at a high enough intensity to yield detectable differences between groups on re-offense 
rates. Conversely, inmates included in this study may not have been at a high enough 
risk to allow for observable treatment effects. 
 Third, the measure of recidivism used in the study (i.e., re-incarceration in 
Delaware County Jail) may have minimized actual re-offense rates. A more 
comprehensive definition – including re-arrest, re-conviction, and re-incarceration in 
facilities outside of Delaware County – may have yielded a more accurate estimate of 
recidivism. This is not an uncommon issue facing correctional intervention outcome 
studies because tracking inmates post-release is often logistically complicated, time 
consuming, and expensive. However, because the outcome measure was consistent 
across study groups, the ability to detect group difference in re-offense rates may not 
have been significantly compromised by such a restrictive definition. 
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 Fourth, treatment effects may have been diminished by the quality of program 
implementation. Thresholds administrators were community volunteers who underwent 
a weekend-long training workshop; a background in psychotherapy, social work, or 
another related area was not required. This approach to treatment delivery is practical, 
cost-effective, and seems to follow a common trend in applied correctional 
programming (Gendreau, 1996; Landenberger & Lipsey, 2005). However, results of a 
meta-analysis revealed that high-quality implementation (i.e., conducted by 
professionals with an extensive mental health background) most strongly characterized 
effective CBT programs (Landenberger & Lipsey, 2005). This finding supports earlier 
recommendations (see Gendreau, Goggin, & Smith, 1999) that treatment staff should 
have adequate technical and professional skills to implement the program. This includes 
coursework experience in the assessment and treatment of offenders, an understanding 
of the theoretical basis of the program, staff self-efficacy (i.e., belief that staff can 
effectively run the program), sufficient resources, and feedback mechanisms (e.g., focus 
groups) (Gendreau et al., 1999).  
Further, supervision of Thresholds providers – although present – was not highly 
standardized or consistent. Appropriate supervision is key to ensuring treatment 
integrity and fidelity (i.e., accurate adherence to treatment protocol and planned 
procedures). A systematic, objective evaluation of the training workshop provided to 
Thresholds volunteers, as well as an ongoing measure of program adherence, is needed 
to better understand the quality of program delivery. This suggestion is in line with the 
general consensus among research scholars that the effectiveness of offender services 
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will improve as a result of investing in training programs (e.g., Gendreau, 1996; 
Pearson et al., 2002).  
 Lastly, although interventions administered in a real-world setting are important 
to study empirically, such interventions are traditionally examined in a highly controlled 
environment as a first step toward establishing effectiveness. Controlled research trials 
allow for the internal validity (i.e., ability to rule out other alternative explanations or 
hypotheses of the results) of a treatment program to be tested. Once a program is found 
to be efficacious in this way, it can then be evaluated for applicability to contexts – 
including any combination of conditions, participants, times, and places – outside of the 
laboratory setting (Marczyk, DeMatteo, & Festinger, 2005). The internal validity of the 
Thresholds program has not been established, thus providing myriad confounds (some 
of which have been described previously) that could have contributed to the non-
significant results of the present study. It should be acknowledged, however, that the 
prospect of conducting randomized controlled trials in correctional settings is poor. 
Faced with a variety of logistical challenges, it may be necessary to settle for a less 
rigorous research design when evaluating interventions for detained offenders (e.g., 
randomly assigning recruited volunteers to study conditions, selecting matched 
comparison groups). 
4.3 Future Directions 
The Thresholds program offers a potentially promising approach to reducing 
recidivism among jailed offenders – it is based on the theoretical “gold standard” of 
mental health treatment, it is relatively inexpensive to maintain, and it includes a 
modified protocol for an increasingly problematic subgroup of offenders (i.e., females) 
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(Haywood et al., 2000). However, much needs to be done in the way of validating this 
intervention for use among various correctional populations across a variety of contexts. 
This includes not only an examination of the degree to which program participation 
reduces recidivism, but also the quality of program training and provider adherence to 
treatment protocol. Additionally, it may be beneficial to conduct evaluations of the 
Thresholds program for males and females independently given the gender-specific 
treatment manuals and workbooks utilized.   
Missing from the present evaluation, future outcome studies should include 
random assignment to experimental and comparison groups, a thorough assessment of 
study participants at all time-points of interest, and personnel trained in relevant 
domains (e.g., research design and methodology, correctional psychology and policy, 
risk assessment, CBT techniques). The results of such studies may suggest the need for 
modifications to the content of the intervention and/or the current method of service 
delivery. Until further investigations concretely reveal significant treatment gains of the 
Thresholds program, it will remain uncertain whether Thresholds can be classified 
among the cognitive-skills programs included in the “works” literature on correctional 
practices. 
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Table 1.  
Summary of Descriptive Statistics (n = 147) 
VARIABLE FREQUENCY PERCENTAGE 
   
Gender   
Male 112 76.2% 
Female 33 22.4% 
Missing 2 1.4% 
   
Age (M = 32.57, SD = 9.85)   
24 and younger 36 24.5% 
25 and older 111 75.5% 
   
Group Membership   
Completers 50 34.0% 
Dropouts 24 16.3% 
Discontinued 11 46.0% 
Discharged 13 54.0% 
Comparison 73 49.7% 
   
Recidivism for Total Sample   
No recidivism 61 41.5% 
Yes, Within 1 year follow-up 53 36.1% 
Yes, Beyond 1 year follow-up 33 22.4% 
   
Criminal History   
Yes 57 38.7% 
No 16 10.9% 
Missing 74 50.3% 
   
Violent vs. Non-violent Offense   
Violent 12 8.2% 
Non-Violent 61 41.5% 
Missing 74 50.3% 
   
Drug vs. Non-drug Offense   
Drug 39 26.5% 
Non-drug 34 23.1% 
Missing 74 50.3% 
   
Received CAP  (Additional Drug Treatment)   
Yes 46 31.3% 
No 27 18.4% 
Missing 74 50.3% 
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Table 2.  
Recidivism Frequencies by Group (N = 147). 
Recidivism Completers Dropouts Comparison 
Yes 24 19 43 
No 26 5 30 
Total 50 24 73 
 49 
 
Table 3.  
Summary of Forced Entry Regression Analysis for Variables  
Predicting Recidivism Rates (N = 147). 
VARIABLE B  SE B β 
Constant 0.287 0.570  
Gender -0.121 0.121 -0.119 
Age 0.079 0.153 0.062 
Group Membership 0.316 0.127 0.303* 
Criminal History 0.229 0.137 0.194 
Violent vs. Non-violent Offenses -0.058 0.181 -0.042 
Drug vs. Non-drug Offenses -0.123 0.131 -0.124 
    
Note: R2 = .26 for the model. *p < .05   
 
